Schwannomas can originate in any peripheral, autonomic, or cranial nerve except the olfactory and optic nerves. Between 25 and 48% of all schwannomas have been reported to arise in the head and neck, with the acoustic nerve being the most common site of origin there. Schwannomas of the palatine tonsil are rare; as far as we know, only 6 such cases have been previously reported in the literature; 5 of these 6 occurred in adults and the other in an adolescent. We report a new case in a 42-year-old woman, which was diagnosed on the basis of histopathology.
Introduction
Schwannomas (neurilemmomas) are relatively uncommon, histologically distinctive, benign tumors that can originate in any peripheral, autonomic, or cranial nerve other than the olfactory and optic nerves. 1 Th ey may be attached peripherally to the nerve from which they arise. 2 According to reports, between 25 and 48% of all schwannomas occur in the head and neck region; approximately 1% of these are intraoral. 3 Reported intraoral locations include, in descending order of prevalence, the tongue, palate, buccal mucosa, lip, and gingiva. 4 Th ese lesions are solitary and encapsulated, and their surface is smooth. Presenting features generally depend on the specifi c site and nerve of origin.
In our review of the world literature, we found only 6 previously reported cases of tonsillar schwannoma; chronologically, these 6 cases involved a 40-year-old patient whose sex was not reported, 5 a 13-year-old girl, 6 a 69-year-old woman, 7 a 38-year old man, 8 a 23-year-old woman, 9 and a 24-year-old man. 10 In this article, we report a new case of tonsillar schwannoma in an adult.
Case report
A 42-year-old woman presented to the Department of Otorhinolaryngology at Safdarjang Hospital in New Delhi for evaluation of a slowly growing lesion on the right side of her oral cavity. Th e mass had been present for approximately 1 year. It was associated with swallowing diffi culty and voice change. Th e patient denied respiratory distress and weight loss, and both her personal medical history and her family history were unremarkable.
Clinical examination detected a smooth, round, nontender mass measuring 4 × 4 cm. Th e lesion had arisen from the right palatine tonsil, and it fi lled a large portion of the oropharynx. Th e mass extended into the nasopharynx and the ipsilateral tongue base. Th e appearance and movement of the vocal folds were normal. Th ere was no palpable cervical lymphadenopathy or cranial nerve palsy. Th e results of all routine laboratory tests were within normal limits, and fi ne-needle aspiration cytology of the tonsillar swelling was nondiagnostic. Contrast-enhanced computed tomography (CT) of the neck demonstrated a heterogeneous, well-circumscribed mass in the right tonsillar area. Th e capsule was well delineated and intact.
Th e patient was taken to the operating room and administered general anesthesia. Intraoperatively, the mass was located at the lower pole of the tonsil (fi gure 1). Th e mass was rubbery, pedunculated, and well encapsulated. It was removed without complication, and the patient made an uneventful recovery. She was discharged home on postoperative day 3.
Grossly, the mass measured 4.3 × 4.0 × 3.3 cm (fi gure 2, A). Cut sectioning revealed a yellowish content (fi gure 2, B). On histopathologic examination, two diff erent patterns were recognized: cellular Antoni A areas and myxoid Antoni B areas. Th e myxoid areas contained haphazardly arranged Schwann cells and multiple Verocay bodies. On the basis of the histopathology report, a diagnosis of right tonsillar schwannoma was made.
At 12 months postoperatively, the patient remained disease-free and without any residual problems. degeneration, 15 as was seen in our patient. Th e nerve of origin is oft en not identifi ed at the time of surgical excision.
Histologically, schwannomas exhibit two distinctive microscopic patterns: Antoni A and Antoni B. In the Antoni A pattern, the arrangement of the cells is more compact, and in the Antoni B pattern, spindle or oval cells are arranged haphazardly in a loose matrix. Th ese fi ndings, along with the Verocay bodies in the Antoni B area, clinched the diagnosis in our patient. Th e defi nitive diagnosis is made by immunostaining with S-100 protein, which is helpful in diff erentiating a schwannoma, which exhibits consistent expression with S-100 protein, from a neurofi broma, in which the expression is variable. Immunostaining was not available for our patient at our institution. Malignant transformation is rare, as only 1 such case has been reported in the literature. 16 Treatment is surgical. To avoid recurrence, the surgeon
Discussion
No defi nitive sex distribution of head and neck schwannomas has been identifi ed, as diff erent authors have reported a female preponderance, 2 a male preponderance, 11 and no diff erence. 12 Toriumi et al found that the prevalence spiked in the fourth decade of life. 13 Our patient was a woman in her fi ft h decade of life. Schwannomas initially appear as slowly growing, generally asymptomatic tumors. Patients become symptomatic (1) when a mass aff ects a vital position within a nerve and causes pain and paresthesia or (2) when it becomes large enough to cause dysphagia or other physical symptoms. Our patient presented with dysphagia and a change of voice.
Th e nerve of origin can be diffi cult to identify. 14 In the head and neck, the most commonly involved nerve is the acoustic nerve (VIIIth cranial nerve). Others, in descending order of frequency, are the trigeminal (Vth), facial (VIIth), and hypoglossal (XIIth) nerves. Schwannomas do not arise in the olfactory (I) and optic (II) nerves because these nerves lack Schwann cells, and they are uncommon in the remainder of the cranial nerves. Th e presence of a schwannoma in one of the less commonly aff ected cranial nerves should suggest the possibility of type 2 neurofi bromatosis. 8 Tonsillar schwannomas are presumed to arise from a branch of the glossopharyngeal nerve (IX). 9 The differential diagnosis of unilateral tonsillar swelling includes malignant lymphoma, squamous cell carcinoma, and minor salivary gland tumor. Contrastenhanced CT and magnetic resonance imaging (MRI) are helpful in the diff erential diagnosis. 9 Contrast-enhanced MRI is especially useful in cases of intracranial and intraorbital involvement. 14 Macroscopically, the cut surface may exhibit cystic should perform a complete excision, which is usually simple in view of the encapsulated nature of this tumor. Th e postoperative prognosis is very good. Schwannomas are extremely radioresistant, so radiotherapy plays no role in treatment. Th e length of follow-up remains debatable, despite a great deal of research on the matter. Almeyda et al contend that long-term follow-up is not necessary if clearance margins are tumor-free, but if clearance is inadequate for any reason, they maintain that the patient should benefi t from an annual review with serial ultrasound evaluation. 1 In conclusion, the rarity of tonsillar schwannoma notwithstanding, this case highlights the importance of including a nerve sheath tumor in the diff erential diagnosis of unilateral tonsillar swelling. To the best of our knowledge, our case is only the seventh case of tonsillar schwannoma to be reported in the literature
